The material to follow is a digest of research findings which have implications for practice and research in psychotherapy. It has been formulated in terms of six conclusions and implications which appear justifiable and defensible. This catalogue of conclusions is based upon a comparative handful of research reports which have been carefully selected from the present empirical chaos for their relative adequacy of conceptualization, design, and outcome. Conclusions have been drawn only in those areas where the results appear to have substance and where they have been replicated; consequently, many areas of study are excluded.
THE DETERIORATION EFFECT
Conclusion 1, Psychotherapy may cause people to become better or worse adjusted than comparable people who do not receive such treatment.
Recently, a curious and provocative finding occurred in the preliminary results of the Wisconsin schizophrenia project conducted by Rogers, Gendlin, and Truax (Rogers, 1961; Truax, 1963; Truax & Carkhuff, 1964) . It was that the patients in psychotherapy tended to become either better or worse in adjustment than their matched control-group counterparts.
At that time two earlier studies were analyzed (Barron & Leary, 19SS; Cartwright, 1956; Cartwright & Vogel, 1960) in which similar findings had occurred; but being incidental to other results, they had not been emphasized in proportion to their true import (Bergin, 1963) . Since then, four additional studies with similar findings have been discovered (Fairweather, Simon, Gebhard, Weingarten, Holland, Sanders, Stone, & Reahl, 1960; Mink, 19S9; Powers & Witmer, 1951; Rogers & Dymond, 1954) . In all seven studies, although there tends to be no difference in the average amount of change between experimentals and controls, there does tend to be a significant difference in variability of change. The criterion, or change, scores for treatment groups attain a much wider dispersion than do those of control groups, even though the mean change in both groups is quite similar. Typically, control subjects (Ss) improve somewhat, with the varying amounts of change clustering about the mean. On the other hand, experimental Ss are typically dispersed all the way from marked improvement to marked deterioration. Now frequently documented, this information is alarming to say the least. Psychotherapy can and does make people worse than their control counterparts! Because of the controversial nature of this conclusion, the following material is presented 235 as detailed substantiating evidence in its support. Table 1 is reproduced from Cartwright's (1956) reanalysis of the well-known Barron and Leary study (19SS) .
Cartwright comments on the data as follows:
For many scales the variance results suggest that mean differences between the groups are absent because differences of two kinds, opposed in sign, are present. It seems that some therapy patients deteriorated to a greater extent than did the waiting-list controls, while some therapy patients did improve significantly more than the controls [pp. 403-404] .
It should be noted that this occurred only for individual and not for group therapy.
It is a fascinating fact that Cartwright's observation has lain unattended in the literature for years, while implicit in his statement is a clear means of resolving much of the controversy over negative results in therapyoutcome studies. It is even more fascinating that Cartwright himself participated in a study (Rogers & Dymond, 1954) in which a similar phenomenon occurred, but just as with the data in the Barron and Leary study it was never emphasized in proportion to its true import. The classic features in this study apparently overshadowed the passing references to a client-deterioration phenomenon. While the study is properly famous for other reasons, it provides supporting bits of evidence for the thesis that negative change in therapy is not an isolated or chance occurrence. A careful reading of the report indicates that of 25 therapy 5s, 6 or 24%, declined in self-ideal correlation between pretherapy and follow-up testing. A quick computation of the mean change in self-ideal correlation indicates that those who increased averaged an increment of .49 in their correlations, whereas those who declined a decrement of -.40, a difference that is striking considering the fact that the mean pretherapy correlations were not different for these two subgroups. While some chance fluctuations in scores are to be expected, these changes in both directions can hardly be attributed to the effects of imperfect test reliability. While Butler and Haigh (1954) do not examine these possibilities in the data, they do allude to them in passing: "It is of interest, though it does not bear directly upon the hypothesis, that there has also been a marked increase in the degree of variation of correlations (selfideal) over this period [p. 63] ."
It may be argued, of course, that decline in self-ideal correlation can be an indication of improved adjustment, particularly when the correlation is extremely high as in the case of some paranoid Ss. However, the pretest correlations of all six 5s who declined in this study were low, ranging from .28 to -.12. The question of whether self-ideal correlations actually measure adjustment at all is still a subject of some debate, so it would seem unwise to draw conclusions about psychotherapy in general from data based on this measure alone. In another section of Rogers and Dymond, an analysis of behavior observations made of the clients independently of therapist progress ratings yielded results similar to those found with the self-ideal measure:
During the whole period from pre-therapy to followup, observers saw a definite increase in the maturity of behavior of those clients whose therapy was rated as successful and a sharp decrease in the maturity of behavior of those clients rated as unsuccessful. The relationship was statistically significant [p. 228] .
While there are additional fragmentary evidences of deterioration phenomena in the book, these suffice to illustrate the point.
In a controlled study of counseling with high school students, Mink (1959) Turning back several decades to the Cambridge-Somerville youth study (Powers & Witmer, 1951) which was initiated in 1937, the same phenomenon is found with a group of predelinquent boys:
When the Study Services were effectual most of the boys did function better than their C-twins. This conclusion can be accepted, however, only if its opposite is also accepted: that some of the boys who were not benefited may have been handicapped in social adjustment by the organization's efforts. If this is true, we can conclude that the apparent chance distribution of terminal adjustment ratings . . . was due to the fact that the good effects of the Study were counterbalanced by the poor [p. 455], Elsewhere the authors indicate that in a significant proportion of cases where the counselor's efforts were judged as poor, the boys "were more socially maladjusted than their control twin [p. 509] ." It is unfortunate that this excellently designed and executed study is one leaned upon most heavily by Eysenck (1960 Eysenck ( , 1965 in his bold denial of the usefulness of psychotherapy, for while the study shows no difference between experimentals and controls, it demonstrates the efficacy of treatment as well as its deteriorative effect.
Finally, to cite the recent Wisconsin project on therapy of schizophrenia which has been published (Truax, 1963) thus far only in tempting bits and pieces:
High levels of therapist-offered conditions during therapy are related to patient improvement, but . . . low levels ... are related to patient deterioration, so that if all the therapy combined is indiscriminately compared to control conditions there is little average change. Thus, psychotherapy can be for better or for worse [p. 2561. Since the length of therapy varied in these seven studies from a few months to several years, it seems doubtful that the observed deterioration can be accounted for by the temporary regression that sometimes occurs during treatment. The views of most writers would indicate that the average deterioration due to this effect for a treatment group would be small after brief and lengthy periods of therapy but large in between; whereas the findings reported here suggest a consistent, rectangularly distributed, amount of regression, regardless of the length of time transpired prior to obtaining outcome estimates. Unfortunately, so little controlled empirical work has been done with analytic therapies, which are presumably the richest sources of such data, that it is difficult to compare the findings reported here with what might be found if research were done on them.
Fortunately, these various data indicate that psychotherapy can make people considerably better off than control 5s. Therefore, contrary to the notions of some critics, psychotherapy can produce improvement beyond that which may occur due to spontaneous remission alone. Consistently replicated, this is a direct and unambiguous refutation of the oft-cited Eysenckian position (Eysenck, 1960 (Eysenck, , 1965 .
A general paradigm is suggested by the double-edged effect observed in the studies cited which may be schematized as shown in Figure 1 . Such a startling phenomenon certainly deserves a name, and The Deterioration Effect is suggested here. It is interesting to note that a phenomenon similar to the great variability in the quality of therapeutic effects noted here has also been observed in relation to the accuracy of diagnostic evaluations (Garfield, 1963) . Apparently, even well-known diagnosticians vary greatly in the accuracy of their judgments. When all of these judgments are pooled, average predictions or discriminations often are not different from chance estimates; but some individuals appear to far exceed chance predictions while others actually do worse than chance.
Implication 1. (a)
The practice of psychotherapy should not be given up as some have advocated, (b) Those engaged in this field should be more cautious and critical of their own practices, carefully eliminationg any ineffective or harmful therapeutic techniques. They should find out whom they are making worse or better, and how, with all due speed, (c) They should find out if some therapists make people better and if some make them worse, or if individual therapists do both. After that, comes the ticklish business of making changes in technique, personality, or personnel as may be necessary to eliminate negative influences and accentuate positive ones.
NATURAL THERAPEUTIC CONDITIONS

Conclusion 2. (a)
It has been frequently replicated, and is now a well-established fact, that control Ss who do not receive psychotherapy change positively as a group with the passage of time. This is the so-called "spontaneous remission" effect (Eysenck, 19S2, 1960, 196S) . (b) Three studies (Frank, 1961; Gurin, Veroff, & Feld, 1960; Powers & Witmer, 1951) indicate that many of these disturbed persons who receive no formal psychotherapy seek and obtain help from various professional and nonprofessional sources such as friends, clergymen, physicians, teachers, and occasionally even psychotherapists (Bergin, 1963) .
All this has typically been unknown to the researchers who were depending upon these so-called controls to be a baseline for comparison with their treatment cases. It seems clear that this aid has an ameliorative effect, as the people improve, although it would be impossible to substantiate this fully without further study of the influences upon control 5s in their "natural" habitat. To the extent that this position is correct, it further under-mines the Eysenck-type position, because it shows that control Ss often change due to the influence of therapy or therapy-like procedures. Thus, "spontaneous remission" is just another name for the effects of informal therapy.
Implication 2. (a) Researchers who utilize control groups should carefully ascertain that these groups are indeed controls, or, if necessary, should directly measure the effects of nonexperimental influences which they cannot control, (b) The fact that some of these previously uncontrolled influences are much like therapy, but frequently occur outside of a professional setting, implies that nonprofessional help can stimulate positive personality change. This may consist partly of individuals with "therapeutic personalities" who are sought out for counsel and catharsis by many people. It may be also that unrecognized, but powerful, therapeutic agents exist naturally in everyday life. Just as cures for various physical disorders have been discovered by studying health, so it may be possible to discover antidotes for some of the mental disorders that confront us by discovering conditions already existing in "nature" which support or promote personality integration.
INGREDIENTS OF THERAPY
Conclusion 3. Therapeutic progress varies as a function of therapist characteristics such as warmth, empathy, adequacy of adjustment, and experience.
In a recent review, Gardner (1964) cited a smattering of positive results to the effect that the more a therapist has an attitude of liking and warmth the more likely he is to obtain positive change in his clients. While some of the studies enumerated are of questionable design or generalizability, they are relatively consistent when compared with many other areas of research.
A recent questionnaire study of patients' retrospective reports regarding their therapeutic experience (Strupp, Wallach, & Wogan, 1964) , which was not reported by Gardner, further confirms this general finding. While the study is uncontrolled and appears to be contaminated by artifactually inflated correlations, it is of interest that it strongly emphasizes the importance of therapist warmth and genuineness in relation to patientperceived outcome (r -.S3).
Additional data on this point come from the client-centered group in a series of studies with neurotics and psychotics. It should be noted that some of the therapists studied were not client-centered. These studies are consistent in discovering a significant relationship between operational measures of Rogers' concept of positive regard and independent indices of therapeutic progress or outcome (Truax & Carkhuff, 1964, 196Sa; Barrett-Lennard, 1962) . Measures of the therapist's attitudes have included ratings by both the therapist himself and the patient. Three types of analysis have resulted in similar findings and in different studies with different samples of clients and therapists. It has thus become increasingly clear, within the limits of these studies, that a therapist's ability to be warm and positively inclined toward his patients is an effective therapeutic ingredient. The effects of intentional authoritarian demands or other forms of planned therapist aggression which are sometimes advocated have not been studied and thus cannot be compared with these findings.
Acknowledging the past confusion and contradiction involved in studies of empathy, it is suggested that the recent data summarized at Chicago (Barrett-Lennard, 1962), Wisconsin (Truax, 1961b; Truax & Carkhuff, 1964) , and Kentucky (Dickenson & Truax, 196S; Truax & Carkhuff, 196Sa; Truax, Carkhuff, & Kodman, 1965; Truax & Wargo, 1965) offer promising leads. Analyses of recorded therapist behavior and ratings by clients of their therapists during the process of treatment have yielded consistently positive relationships between empathic understanding and outcome.
The strength of these findings lies in careful design (Rogers, 1961) and in the analysis of therapist behavior in vivo, which is unusual in empathy research. A new empathy measure has been operationalized by Truax (1961b) and is defined by Truax and Carkhuff (1964) as accurate "sensitivity to current feelings and the verbal facility to communicate this understanding in a language attuned to the patient's current being [p. 8] ." While the scale is still crude and might not be accepted by analysts as measuring their "kind" of empathy, its usefulness has been relatively substantial in these studies.
The third characteristic, adequacy of adjustment, has not been studied as thoroughly as the others, but thus far the data are relatively consistent. Those therapists who are more anxious, conflicted, defensive, or "unhealthy" are least likely to promote change in their cases.
Several studies have indicated that supervisor and client ratings of the therapists' competence are negatively related to his degree of anxiety or maladjustment (Arbuckle, 1956; Bandura, 1956; Bergin & Solomon, 1963) . Other studies have yielded similar findings when the therapist's actual intherapy behavior and the patient's response to it was evaluated and used as a criterion of competence. For example, Bandura, Lipsher, and Miller (1960) found that therapists' hostility anxiety was directly associated with avoidance responses to patients' expressions of hostility toward them. The more hostility conflict a therapist had, the more likely he was to avoid his patients' hostility and consequently the patient's self-exploration in this area diminished and his conflicts remained unresolved. A practically identical result was found by Winder, Ahmad, Bandura, and Rau (1962) with regard to dependency anxiety.
In another study (Bergin & Solomon, 1963) it was found that measures of the therapists' degree of personal disturbance correlate negatively with his level of empathy as measured by ratings of tape-recorded psychotherapy interviews. Independent measures of personality strength, on the other hand, correlated positively with degree of "live" empathy. In addition, ratings of therapist anxiety level correlated negatively with independent ratings of therapeutic competence.
Additional data come from the clientcentered studies already cited with regard to warmth and empathy, in their examination of therapist congruence. Congruence (Rogers, 1957 (Rogers, , 1959 means essentially the healthiness of the therapist in his relationship with his client-his spontaneity, nondefensiveness, openness, or genuineness. Like positive regard and empathy, this variable has also been related to therapeutic progress, and further confirms the general finding of a direct connection between level of therapist adjustment and therapeutic effectiveness.
The three elements of warmth, empathy, and congruence have been found, in the Wisconsin studies, to vary directly with outcome in both negative and positive directions. That is, when these therapist characteristics were at a low level, the patients were getting worse; when they were high, the patients improved (Truax & Carkhuff, 1964) . These studies thus provide a partial answer to the question raised earlier as to how negative change occurred in the outcome studies reviewed, although they are limited in that the observed differences were not large, and there is also some question as to whether the division into high and low conditions was done before or after the fact. The other studies cited here in the same realm further clarify the point, although none of the data are precise enough to make practical selection decisions possible.
With regard to the much debated variable of therapist experience, it may be asserted that, in general, more experienced therapists are more effective and successful. This is based on four studies (Barrett- Lennard, 1962; Cartwright & Vogel, 1960; Chance, 1959; Fiedler, 1950a Fiedler, , 1950b Fiedler, , 1951 , one of which suggests that highly inexperienced therapists may actually cause patient deterioration (Cartwright & Vogel, 1960) .
Implication 3. (a) Since psychotherapists are effective partly as a function of personal adjustment, they should be selected for this quality and not solely on the basis of academic and intellectual abilities. Future practice of therapy should therefore be modified by new selection procedures which will bring healthier personalities to bear upon problems of pathology, and by closer self-scrutiny and exposure of one's work among present practitioners.
There is presently no evidence that personal therapy for a disturbed therapist can qualify him for practice and should not be depended upon to perform that function until such evidence is provided. This does not, of course, prove that the experience of being treated cannot be useful to a student therapist whose functioning is within a relatively normal range. There are no studies in which treated neurotics have improved to a level of func-tioning which is similar to that of control normals even though they do change in level of adjustment; therefore, treatment should not be counted upon to take care of errors in selection. The behavior ratings and personality inventories used in the studies reviewed could provide a beginning in research geared specifically toward the selection problem.
(b) Given the necessary personal attributes, therapists should develop their abilities in the realm of warmth and empathic communication, particularly in the case of empathy which is known to be subject to training and experience influences. Further study should be conducted so that clear, measurable standards of performance can be required of aspirants to professional status before they are permitted to practice. As an example, the Truax Empathy Scale (Truax, 1961b) could be used as a beginning to assess one's level of functioning via analysis of recorded interviews.
(c) Inexperienced potential therapists should be very carefully introduced to practice with clients, perhaps with much more stringent care than is now commonly exercised. Since all beginners make many mistakes, it may be useful and ethical to have them see more resilient, normal people until they reach a criterion level of interview performance, measured perhaps on dimensions such as warmth and empathy which appear to be accepted by most schools of therapy as vital though not necessarily sufficient for successful treatment.
Conclusion 4. To date, the only school of interview-oriented psychotherapy which has consistently yielded positive outcomes in research studies is the client-centered approach (Rogers & Dymond, 19S4; Shlien, Mosak, & Dreikurs, 1962; Truax & Carkhuff, 1964) .
The fact that other schools have not subjected their methods to systematic study of this sort is important but it should not deter one from accepting the fact that clientcentered treatment has some positive value when properly conducted according to Rogers' (19S7) paradigm. The implications for practice seem quite clear, particularly in view of the consistently dismal reports on percentages of improvement in psychoanalytic therapy (Eysenck, 1965; Wolpe, 1964b ).
It appears from these reports that the poorest results were obtained with more classical, long-term psychoanalysis, namely a lower percentage of improved cases than the 67% "spontaneous" remission rate. Briefly, analytically oriented eclectic psychotherapy was more promising in that the percentage improvement equaled the spontaneous remission figure. This type of therapy was also used in some of the studies cited in this paper on the deterioration effect; therefore, despite the generally negative evidence, some analytically oriented therapists must be having a positive effect beyond that occurring in control groups.
It should also be noted that the technique of "moderate interpretation" (Speisman, 1959) , which derives from the analytic tradition, has potential therapeutic significance. Its definition is very similar to that given for "good" interpretation by various analysts (Fenichel, 1941) and it is related to productive patient self-exploration. It consists of responding to client affect just below the surface and labeling, identifying, or emphasizing it. This does not involve making connections between past and present, being diagnostic or theoretical, nor telling the patient about feelings he "really has" when he's not experiencing them. It is, rather, an instance of good empathy. If one looks carefully at the definitions and operations for identifying accurate empathy and moderate or good interpretation, it is very difficult to distinguish between them. Truax and Carkhuff (1964) refer to this notion in an interesting comment:
"accurate empathy" has much in common with the "good psychoanalytic interpretation," in that it makes use of both verbal and nonverbal cues presented by the patient. It differs from some good psychoanalytic interpretations in its insistence that the therapist's empathic response focuses upon feelings and experience of the patient from the patient's own unique viewpoint.
The importance of these observations should not be underestimated, for if they are accurate it appears that effective variables cut across schools of treatment and thus provide the basis for applying techniques on the basis of known effects rather than on doctrines promulgated by warring factions. This also indicates that titles, degrees, or years of train-ing should not define the psychotherapist, but rather what the individual can do. Thus one might call himself "client-centered" and espouse the teachings of that school while at the same time presenting the low level of therapist empathy found to result in client deterioration. On the other hand, a psychoanalyst might be functioning at a high level according to the client-centered empathy scale.
Conclusion 5. In spite of all so far stated about the possibilities for substantially improving consulting-room effectiveness, some stubborn facts still require confrontation. One is that even when the various sources of slippage and inadequacy are accounted for, interviews still do not generally produce very dramatic changes in people. Another is the now well-known fact that many types of people simply are not helped at all by this procedure.
Studies of the relationship between client qualities and therapeutic outcome indicate consistently and clearly that positive outcome is limited or nil with many personality types. It is common for private practitioners and even clinics either to refuse to treat, or reluctantly to accept for treatment, cases that do not fit their conception of psychotherapy. To a great extent this is realistic because traditional methods do not work with these cases. These "rejects," as compared with "accepted" cases, tend to be less intelligent, less anxious, less educated, less verbal and insightful, more concrete and action-oriented, more severely disturbed, more impulsive in the sociopathic sense, and often find the typical consulting-room procedure rather meaningless (Barron, 19S3; Cartwright, 1955; Fulkerson & Barry, 1961; Garfield & Affleck, 1961; Hollingshead & Redlich, 1958; Kirtner & Cartwright, 1958a , 1958b . This general observation has been made fairly frequently by various clinicians and is currently rather well-substantiated by the research literature.
Implication 5. The implication of these data, which only confirm an already widely believed idea, is that novel or modified techniques must be developed for dealing with a vast population whose problems are not amenable to standard methods. The importance of novel approaches is further emphasized by the fact that standard methods are not dramatically effective even in those cases where they are applicable, except in rare instances. The latter unusual cases would be a proper subject of study in themselves and may actually suggest innovations even though they arise in "traditional" therapy.
There are three primary sources of possible innovation that might alleviate this predicament. One is creative work in the clinical setting; another is naturally existing conditions in society; and another is that general area of research which is concerned with personality and behavior change such as studies of learning, attitude change, and personality development.
THE PROMISE OF BEHAVIOR THERAPY
Conclusion 6. Studies of learning have thus far been very fruitful in generating principles and methods for promoting personality change. The work by Wolpe (1958) , Lazarus (1963) , Lang and Lazovik (1963) , Lindsley (1963) , and others has been both provocative and fruitful. The cases presented and research studies reported provide more positive evidence of the usefulness of these methods than is the case in any form of traditional interview or dynamic psychotherapy, including client-centered therapy.
They involve clinical adaptation of learning principles, such as counterconditioning or extinction of anxiety symptoms, positive reinforcement in shaping adaptive responses and developing appropriate discriminations, aversive conditioning of maladaptive approach responses, and modeling. It is the effects of these methods which are important here. Wolpe (1964a) cites over 200 cases of neurosis in 89% of which he has obtained substantial recovery. Lazarus (1963) , in England, reports 408 cases with a similar improvement rate. The striking aspect of these results is that they have been achieved with difficult symptom pictures in brief periods of time. Unfortunately, these are clinical reports by individual therapists who rate their own case outcomes. Independent criteria and control 5s are completely lacking, and it is difficult to discern how comparable their cases are with those reported in other studies. Still, it is rare to find such high rates of claimed cure even in the clinical literature.
A number of well-designed studies appear to substantiate the clinical reports of Wolpe and Lazarus. Lang and Lazovik (1963) were able significantly to alter snake phobias with brief desensitization procedures. Effects of testing and training in relaxation were controlled, and no symptom substitution occurred during 6 months of follow-up. Lazarus (1961) demonstrated substantial and rapid change of phobic symptoms and impotence by group desensitization methods. A comparison group being treated by traditional interpretive group therapy showed considerably less improvement, only 2 of 17 cases becoming symptom free after 22 sessions. These same cases were subsequently treated by group desensitization and after a mean of 10 sessions each, two thirds were symptom free. Paul (1966) found that desensitization procedures were far more effective in eliminating speech anxieties than brief insight therapy, an attentionplacebo condition, and a no-therapy control condition.
In a study of operant conditioning methods, which are different from Wolpe's techniques, King, Armitage, and Tilton (1960) found that substantial changes could be effected even in schizophrenic cases. They were able to produce clinically observable improvement in cases so treated which was greater than the changes occurring in conventional interview therapy, recreational therapy, or no therapy. Ayllon and Michael (19S9) effected substantial positive changes in ward behavior of psychotics by programing the reinforcements of their hospital environment according to operant principles. Lovaas, Schaeffer, and Simmons (1966) appear to have induced important changes in the social behavior of difficult cases of childhood autism by systematic use of negative reinforcement. In a review, Lindsley (1963) argues for the general promise of operant techniques; although the evidence thus far pertains primarily to simple motor and verbal behaviors. Conceivably, this approach will prove to be more useful with the more primitive behaviors of psychotics and small children than with the more complex, symbolically involved adult neuroses.
A most interesting development in behavior therapy involves the systematic application of principles of imitative or observational learning. Bandura (196Sb) argues persuasively Note,-The total is only 86 because 2 cases that turned out to be schizophrenic are excluded.
from the vantage point of extensive experimental work (Bandura, 196Sa, 196Sc ) that modeling procedures provide powerful conditions for the acquisition of new responses and the modification of old ones. Though controlled clinical applications have just begun, they already lend considerable substance to Bandura's view (Berberich & Schaeffer, 196S; Frank, 1965; Hoehn-Saric, Frank, Imber, Nash, Stone, & Battle, 1965; Krumboltz & Thoreson, 1964; Krumboltz & Schroeder, 1965; Krumboltz, Varenhorst, & Thoreson, 1965; Nelson & Bijan, 1965; Thoreson & Krumboltz, 1965; Truax & Carkhuff, 1965b) .
Several extensive reviews further substantiate the generality of Conclusion 6 (Bandura, 1965b; Bandura & Walters, 1963; Eysenck & Rachman, 1965; Franks, 1964; Grossberg, 1964; Krasner & Ullman, 1965; Ullman & Krasner, 1965; Wolpe, 1964b) .
In spite of the fact that the evidence is favorable, these techniques have been criticized by clinicians as removing symptoms without changing basic pathology and as being limited to very simple neuroses. Neither criticism, however, fits the evidence. Wolpe (1964a) cites data on 88 cases which indicate that a high proportion of complex neuroses can be successfully treated (89%) and in a much briefer time than is typical of traditional methods (Table 2) .
The more telling critique of this work is Breger and McGaugh's (1965) point regarding the uncontrolled case reports, which are the basis for the high cure rates, and the rater bias in estimating outcomes encountered in many of the experimental studies. Faulty as a proportion of these reports are, the overall record still represents the best there is in the field of psychotherapy.
In addition to the fact that difficult cases show improvement in a short time, these reports indicate that significant relapses are rare. This is perhaps the most persuasive evidence that behavior therapists are right when they assert that "symptoms" are not symptoms of psychoanalytic-style pathology, but that they are learned behaviors subject to modification via relearning. Some learning theorists have criticized Wolpe in particular, claiming that his techniques do not derive directly and logically from learning principles and thus do not have the scientific base he claims (Breger & McGaugh, 1965; Mowrer, 1963) . While this may be true to some extent, it is irrelevant to the question of the technique's effectiveness and ignores the possibility that these clinical phenomena may eventually become the basis for reformulating learning theories in terms of complex, socially significant human behavior. In this case, one would not expect principles of behavior therapy to conform rigorously to conceptions derived largely from animal research.
Implication 6. The implications of this work seem quite clear. Since these techniques are effective with many types of symptomatology, they should be used. With regard to some of the more complex and difficult problems, behavior therapists argue that it would be better to spend time developing more complex social learning paradigms for treatment than to expend equal energy modifying less promising traditional interview methods. It appears that special effort should be devoted to integrating these methods with others and in some cases substituting them for the other methods. It would seem important to avoid a current tendency to isolate behavior therapies from the mainstream of treatment and thus create another rigid "school" which will gradually become as impervious to new ideas as the traditional schools already are.
CONCLUSION
In conclusion, it is only regrettable that comment upon so many topics of research has had to be excluded. Suffice it to say that the results in many of those not mentioned are not as yet amenable to synthesis. A good example is the material on the patient-therapist relationship. Nearly all of this research actually pertains to therapist qualities and has nothing to do with an analysis of interactional factors. An unusual exception is the work of Barrett-Lennard (1962) which was cited briefly in the discussion of therapist qualities. The few other useful facts in this domain were also included in that section. Another promising line of investigation is that on patient-therapist similarity; but the meaning of the data is still quite ambiguous (Sussman, 1964) .
In spite of the fact that much of what is called psychotherapy research is appalling in its inadequacy, to have found a handful of reliable conclusions is gratifying. The groundwork seems well laid by these studies for initial steps at productive innovation in therapeutic treatment.
